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ABSTRACT 
Objectives: We aimed to (i) explore how health professionals and managers who work with young people seek to define 
developmentally appropriate healthcare (DAH); (ii) identify the range of conceptual dimensions present in their 
definitions; and (iii) explore the controversies embedded in their characterisations of DAH. 
Methods: A qualitative multi-site ethnographic study was conducted across three hospitals in England. We undertook 
face-to-face semi-structured interviews with health professionals and managers; and non-participant observation in 
clinics, wards and meetings. Anonymised field notes and interview transcripts were analysed using thematic analysis. The 
theme ‘conceptualisations of DAH’ was then further analysed, and the resulting themes categorised to form conceptual 
dimensions. 
Results: We recruited 192 participants, and conducted 65 interviews (41 with health professionals and 24 with managers) 
and approximately 1600 hours of non-participant observations (involving 103 health professionals and 72 managers). 
Despite the wide range of definitions provided by participants, five conceptual dimensions of DAH were identified: (i) 
biopsychosocial development and holistic care; (ii) acknowledgement of young people as a distinct group; (iii) adjustment 
of care as the young person develops; (iv) empowerment of the young person by embedding health education and health 
promotion; and (v) interdisciplinary and interorganisational work. Also, some controversies were identified within most 
dimensions. 
Conclusions: This study illustrates the lack of a generalised definition of DAH for young people among UK health 
professionals and managers, and presents a set of five core dimensions that can inform future research to help define and 
evaluate DAH for young people. 
KEYWORDS 
Developmentally Appropriate Healthcare; Adolescent Health Services; Young Adults; Youth-Friendly Health Care; 
Qualitative Research 
WHAT IS ALREADY KNOWN ON THIS TOPIC 
 The provision of consistent, coordinated healthcare during adolescence and young adulthood has been reported as a 
key issue impacting upon young people’s biomedical outcomes and engagement with healthcare services. 
 Developmentally appropriate healthcare is considered a key principle underpinning the practice of young-person-
centred healthcare, responsive to the evolving developmental status of adolescents and young adults. 
 Previous research revealed that no agreed formal definition of developmentally appropriate healthcare is available in 
the literature and that the term is being inconsistently used. 
WHAT THIS STUDY ADDS 
 By examining how health professionals and managers in three hospitals defined developmentally appropriate 
healthcare, we identified the core issues of this concept from their perspective. 
 Care responsive to biopsychosocial development, empowerment of the young person and acknowledging young 
people as a distinct group across departments and organisations were key aspects. 
 Findings from this study can inform future research to help define and evaluate this approach to clinical work.
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INTRODUCTION 
The increasing knowledge surrounding adolescent and young adult development [1,2] offers 
opportunities to develop and reshape healthcare services to better meet the biopsychosocial 
developmental needs of adolescents and young adults (AYAs). Approaches that draw on young 
people’s perspectives such as youth-friendly healthcare (YFHC) indicators [3] are essential to develop 
appropriate and meaningful services for AYA. However, it is equally important to develop a shared 
understanding among health professionals (HPs) and managers (MAs) about the key principles 
underpinning the practice of AYA-centred healthcare so that services are consistent, well 
understood and recognised in and across organisations. Developmentally appropriate healthcare 
(DAH) for young people, which has been described as a key principle underpinning the practice of 
adolescent medicine [4,5], may be particularly well suited to serve this purpose. 
DAH for young people is care that acknowledges the dynamic impact on health and ill-health of the 
biological, psychological, social and vocational development of young people. For example, YFHC for 
a 13-year-old will thus look very different to care for a 23-year-old or for another 13-year-old. 
The focus of DAH is therefore an approach to clinical work with AYA, which conveys the dynamic 
nature of AYA development (rather than chronological age) as a defining characteristic of health 
services, and offers room to achieve consistency in clinical practice regardless of whether adolescent 
medicine is recognised as a distinct specialty or not in a particular context. 
However, the need for a shared understanding among HPs and MAs does not preclude the 
importance of young people’s perspectives. Thus, DAH should not be seen as an alternative to YFHC 
but as an addition of new elements and perspectives to the current debates on healthcare provision 
for AYA. Furthermore, DAH and YFHC can be combined to provide health services that are youth 
friendly and developmentally appropriate, meaningful and consistent from both the AYA and 
provider perspectives. 
This paper reports specific findings from a broader study exploring the factors affecting the 
implementation of DAH for AYA in hospital settings. In this paper, we aim to (i) explore how HPs and 
MAs who work with AYA in hospital settings seek to define DAH, (ii) identify the range of conceptual 
dimensions present in their definitions and (iii) explore the problems or controversies embedded in 
their characterisations of DAH. 
METHODS 
A qualitative multisite ethnographic study [6–8] was conducted across three hospitals in England (a 
district general, a paediatric tertiary and an adult tertiary hospital). This formed part of a larger 
research programme [9,10]. The hospitals were chosen as they all have a history of championing 
research and innovative service provision for AYA but did not have dedicated organisation-wide AYA 
healthcare nor AYA-dedicated wards other than for teenage cancer. 
HPs – including doctors, nurses and allied HPs – were recruited through six medical and surgical 
specialties chosen to represent the heterogeneous services found in UK National Health Service 
hospitals: general paediatrics, rheumatology, diabetes, trauma and orthopaedics, emergency care 
and outpatients. In addition, some HPs were recruited during the course of the study through other 
specialties (endocrinology, cardiology, oncology and respiratory), departments (radiology, 
psychology, youth work and chaplaincy) and settings (training sessions). 
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MAs were recruited at each site when their roles were relevant to the provision of services for AYA 
in paediatrics and/or adult care. Participants were classed as MA or HP based on the main focus of 
their work; many of the MAs also had a clinical workload or were clinically qualified. 
Data were collected between June 2013 and January 2015 by AF and VW (who had no prior 
involvement at the participant sites). During this 20-month period, we conducted face-to-face semi-
structured interviews with HP and MA across the three participant organisations and non-participant 
observation in clinics, wards and meetings where HP and MA were involved. Participants were 
purposively sampled, initially through maximum variation sampling and then refined through 
snowball and theoretical sampling, until saturation was considered to be achieved. Information 
sheets detailing the project were provided to all participants and written consent for interviews and 
observations was taken after a period of at least 24 h. 
Anonymised field notes and interview transcripts were then analysed using thematic analysis [11,12] 
assisted by QSR NVivo V.10 software. Data collection and analysis was iterative. We employed a 
range of strategies including triangulation (between-method, investigator and data sources), 
respondent validation, multiple coders and expert validation. 
To examine the specific question of how DAH was being understood and defined in hospital settings, 
we undertook further focused analyses. The theme ‘conceptualisations of DAH’, which included 
relevant field notes and interviews, was set aside and then further analysed. Interview data were 
coded and observational data were used to inform coding framework and data interpretation. 
Results were summarised into a concept map for team discussion, which informed further iterations 
of data analysis, refinement and discussion. 
RESULTS 
A total of 192 participants were recruited (table 1). In total, 65 interviews (41 with HP and 24 with 
MA) and approximately 1600 hours of non-participant observation (involving 103 HP and 72 MA) 
were conducted. Some individuals participated in more than one interview or observation. 
Participants found it difficult to define DAH; the definitions showed considerable variability and 
were often preceded by expressions of uncertainty (table 2, quote 1). 
The participants’ process of outlining the features and elements of DAH was often done by omission, 
that is, by establishing what DAH is not. They often emphasised its contrast with generalised, well-
established practices (table 2, quote 2). As such, DAH was rarely positioned as a concrete set of 
practices that people were currently involved in providing. It was also associated with a change in 
the current provision of services (table 2, quote 3). 
In some cases, participants did not recognise DAH as a concept (table 2, quote 4), were unable to 
offer any specific ideas (table 2, quote 5) or were unable to provide a definition (table 2, quote 6). 
A core set of five conceptual dimensions was identified across the definitions (table 3) and 
descriptions of DAH that participants provided. However, some controversies were also identified 
within most dimensions. 
Biopsychosocial development and holistic care 
DAH was considered to revolve around adolescent development and the assumption that 
development occurs at biological, psychological, social and vocational levels (table 2, quote 7). 
Participants noted that DAH involves taking all these aspects into consideration by adopting a 
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‘holistic’ approach, which looks beyond the physical aspect of one’s condition and incorporates the 
family or trusted others (table 2, quotes 8-10). 
However, the adoption of a holistic approach to clinical work was disputed. The majority advocated 
an approach that integrates the biological and psychosocial aspects of development (table 2, quote 
11). Others believed that medical work remained unchanged (table 2, quotes 12-13) and regarded 
DAH as an addition to medical work or about managing the physical environment for AYA. 
Acknowledgement of AYA as a distinct group 
At a clinical level, DAH was associated with particular ways in which professionals interact and 
communicate with their patients in terms of what, when and how information is given to and 
gathered from them (table 2, quote 14). 
At a managerial level, DAH was seen as influencing communication with the AYA at a broader level 
(table 2, quote 15) and associated with acknowledging AYA as a distinct group for which specific 
services and spaces are provided within the hospital setting (table 2, quote 16). Likewise, 
acknowledging and addressing the needs of professionals looking after AYA was also considered 
important (table 2, quote 17). 
Adjustment of care as the young person develops 
Since the provision of DAH is dependent on the stage of development of the young person, it has to 
be assumed that the practice of DAH is dynamic in nature (table 2, quote 18). 
The starting point of DAH consists of carrying out a developmental assessment, which covers all the 
areas of adolescent and young adult development, and actively involves families and/or trusted 
others (table 2, quote 19). 
Such assessments will then inform particular aspects of service delivery, which will be tailored to the 
individual patient (table 2, quote 20). 
Empowerment of the young person by embedding health education and 
health promotion 
HPs expressed that their roles include providing informal education to the young person on a variety 
of AYA health issues and self-management skills (table 2, quotes 21 and 22). 
Thus, DAH is about empowering AYA by effectively giving them relevant information at every stage 
and teaching them self-management skills, which in the particular case of AYA with chronic 
conditions may often revolve around a transition agenda (table 2, quote 23). 
However, some raised the question of whether health education always, automatically, empowers 
the patient (table 2, quote 24). Empowering the young person was not considered to be about 
health education per se, but about a conscious approach to health education that promotes active 
engagement and autonomy enabling practices without creating relations of dependency.  
Interdisciplinary and interorganisational work 
The holistic and patient-centred nature of DAH relates to another important aspect of DAH: the 
teamwork dynamics that make it possible (table 2, quote 25). 
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At a managerial level, a necessary consideration is that DAH involves effective coordination, 
consistency and joined-up working across specialties and even across organisations, including the 
often less visible pathways of those patients who will not go to an adult provider (table 2, quote 26). 
Alongside this, the fact that within the UK organisational context there are clear age cut-off points 
set for moving between paediatric and adult services may lead to institutionally rather than 
developmentally driven transitions and create additional challenges to implement DAH in practice 
both in paediatric and adult-based services (table 2, quote 27). 
DISCUSSION 
DAH has been described as a key principle underpinning the practice of adolescent medicine [4] with 
preventive healthcare and transition to adult healthcare being integral but different conceptual 
approaches that assist clinical implementation of DAH for AYA [5].  
The finding of a lack of a generalised definition of DAH among HPs and MAs, alongside the wide 
range of definitions provided, is consistent with our previous work on the use of the term DAH in the 
literature [13]. The fact that not all the dimensions were necessarily present in every definition, 
together with the elements of dispute identified, illustrates the plurality of understandings that 
coexist among practitioners. While some participants conceive DAH as a fundamental principle that 
impacts on all aspects of clinical work with AYA, others just define DAH by one of its components. 
However, we did identify five, interrelated, dimensions of DAH across the definitions and 
descriptions of DAH that participants provided. 
The biopsychosocial development and holistic care element of DAH is in line with a growing body of 
evidence on brain development [14–16], the psychosocial impact of puberty and pubertal timing 
[17–20] and the inter-relatedness of biological, psychological and social development in the context 
of chronic illness [21]. Also, the provision of holistic care and the dynamics of involving parents 
and/or significant others in care provision are important topics in adolescent health literature 
[22,23]. 
Acknowledging AYA as a distinct group is an element that relates to well-researched aspects of 
adolescent health such as communication issues and environmental issues, both well-grounded and 
represented in initiatives that draw on AYA’s perspectives [3,24,25]. Beyond that, the issue of 
professionals’ recognition within the context of their organisations has received less attention [26]. 
However, having the specific needs of professionals looking after AYA identified and addressed, even 
if it is just from identifying the unmet training needs [27], may be a key step towards acknowledging 
AYA as a distinct group in an organisation. This could be particularly important for professionals 
working in countries where adolescent and young adult health is not a recognised distinct specialty, 
as in the UK, to support and make visible their work [28]. 
The dynamic nature of DAH relates to its core logic, that is, the fact that DAH is informed by 
biopsychosocial development [29–34] and then delivered in a tailored fashion within a flexible and 
responsive service [35]. Continuous developmental assessment will set the pace and intensity of the 
care provided and help HPs maintain awareness of adolescent development in their interactions 
with the AYA and their parents [4]. 
Empowering the young person entails incorporating informational and educational goals in 
healthcare provision [34], in line with an individually defined health education and transition agenda 
[5], and integrating their health and disease management into their overall life projects in order to 
achieve a high quality of life [36]. 
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The teamwork dimension of DAH highlights the ‘joined-up’ and interdisciplinary nature of young-
people-centred healthcare services at clinical and organisational levels [24]. This is particularly due 
to the fact that most of the AYA will move into adult settings and also because of the often less 
visible pathways of those AYA referred back to their community-based healthcare services or 
discharged from a short stay or following emergency care. However, the fact that it is difficult for a 
single clinician to tackle all aspects of AYA’s health [22] may in itself explain the presence and 
relevance of teamwork in the conceptualisation of DAH. 
HPs and MAs discussed DAH often in terms of hopes and expectations about future service 
provision. The five dimensions of DAH (table 3) identified were seen as current routine practice 
solely in small discrete areas, and the implementation of DAH was very uneven across the 
organisations. 
The holistic nature of DAH and its implications for clinical practice may be challenged by a core 
tension between DAH as an integral approach to healthcare and DAH as an addition to the medical 
components of care. Therefore, it is not clear whether it is assumed that the physical, psychosocial 
and vocational aspects of adolescent development remain intertwined to form an integrated 
approach to service delivery; or whether the environmental, psychosocial and vocational aspects of 
DAH are addressed alongside medical work but independent from it. However, the interdependence 
of psychosocial and cognitive development on the physical and biological development and vice 
versa would be further support of an integrated approach [17]. 
LIMITATIONS AND STRENGTHS 
Although there is a body of work surrounding YFHC, we have found no other studies employing 
ethnographic methods to specifically explore DAH for AYA in hospital settings. The selection of 
ethnographic methodology is a major strength of the study as it facilitated the immersion of the 
researchers into the organisational culture of each hospital, enabling them to observe and examine 
the process and practices in context. A limitation was that only three sites in two UK regions were 
studied. However, a significant number of staff participated and a wide range of settings were 
encompassed including outpatient, inpatient and emergency care as well as medical and surgical 
specialties. Furthermore, although the hospitals involved had a history of championing research and 
innovative service provision for AYA, this did not include a defined adolescent medicine service and 
participating areas and/or specialties were at different stages of familiarisation with providing DAH, 
thus providing the study with breadth and depth of experience. Similar work in a comparator group 
of hospitals who did not have the same history would be of interest. Other limitations, such as the 
UK scope of the study, the hospital-based (non-community) sampling of professionals and the 
cultural dimensions of the DAH concept, should also be addressed in future research. 
CONCLUSIONS 
This study illustrates the lack of a generalised definition of DAH, one of the key principles 
underpinning the practice of adolescent medicine, among HPs and MAs in the UK. Its findings 
suggest that, despite the wide range of definitions provided by participants, there is a set of five core 
interrelated dimensions of DAH that can be identified across such range of definitions. The results 
can help provide a foundation to evaluate whether healthcare services are delivering DAH to AYA, 
and this is an area that we intend to follow-up by using these findings to inform the design of a 
Delphi study [37–39] involving experts from the field in order to achieve formal consensus on the 
content and range of a definition of DAH for AYA at both conceptual and operational levels.  
  
Farre A, Wood V, McDonagh J, et al. Health professionals’ and managers’ definitions of developmentally appropriate healthcare for 
young people: conceptual dimensions and embedded controversies. Arch Dis Child 2016; 101: 628-633. doi:10.1136/archdischild-
2015-309473  7 
Acknowledgements: The authors thank the young people and family members who took part in the study and the staff at 
all the participating hospitals for their cooperation and participation in the study. They are also grateful to their fellow co-
applicants of the Transition Research Programme (Angela Bate, Caroline Bennett, Allan Colver, Ann Le Couteur, Gail Dovey-
Pearce, Helen McConachie, Mark Pearce, Luke Vale) and other members of the Transition Programme Collaborative Group 
(Anastasia Bem, Amanda Billson, Stephen Bruce, Nichola Chater, Tim Cheetham, Helena Gleeson, Diana Howlett, Zilla 
Huma, Mark Linden, Maria Lohan, John McFarlane, Melanie Meek, Jenny Milne, Julie Owens, Nandu Thalange) for their 
help and advice. 
Contributors: TR, JMcD, JP and DR designed the original study. VW and AF carried out data collection and data analysis 
under the supervision of TR, JMcD, DR and JP. AF and TR led on the writing of this manuscript. All authors worked on drafts 
of the paper and approved the final version of this article. 
Funding: This paper summarises independent research funded by the National Institute for Health Research (NIHR) under 
the Programme Grants for Applied Research program: RP-PG-0610-10112. The views expressed in this paper are those of 
the authors and not necessarily those of the NHS, the NIHR or the Department of Health. 
Competing interests: None declared. 
Ethics approval: The study protocol was approved by a National Health Service Research Ethics Committee and by the 
Research and Development departments of all the hospitals involved. 
REFERENCES 
1  Sawyer SM, Afifi RA, Bearinger LH, et al. Adolescence: a foundation for future health. The Lancet 
2012;379:1630–40. doi:10.1016/S0140-6736(12)60072-5 
2  Viner R. Chapter 8, Life stage: Adolescence. In: Annual Report of the Chief Medical Officer 2012, 
Our Children Deserve Better: Prevention Pays. London: 2013.  
3  Ambresin A-E, Bennett K, Patton GC, et al. Assessment of Youth-Friendly Health Care: A 
Systematic Review of Indicators Drawn From Young People’s Perspectives. J Adolesc Health 
2013;52:670–81. doi:10.1016/j.jadohealth.2012.12.014 
4  Sawyer SM, Aroni RA. Self-management in adolescents with chronic illness. What does it mean 
and how can it be achieved? Med J Aust 2005;183:405–9. 
5  Sawyer SM. Developmentally appropriate healthcare for young people with chronic illness: 
Questions of philosophy, policy, and practice. Pediatr Pulmonol 2003;36:363–5. 
doi:10.1002/ppul.10369 
6  Hammersley M, Atkinson P. Ethnography: principles in practice. 3rd edition. London ; New York: 
: Routledge 2007.  
7  Savage J. Ethnography and health care. BMJ 2000;321:1400–2. 
8  Pope C. Conducting ethnography in medical settings. Med Educ 2005;39:1180–7. 
doi:10.1111/j.1365-2929.2005.02330.x 
9  Transition Research Programme. Web Page. http://research.ncl.ac.uk/transition/index.html 
(accessed 5 Jun2015). 
10  Colver AF, Merrick H, Deverill M, et al. Study protocol: longitudinal study of the transition of 
young people with complex health needs from child to adult health services. BMC Public Health 
2013;13:675. doi:10.1186/1471-2458-13-675 
11  Boyatzis RE. Transforming Qualitative Information: Thematic Analysis and Code Development. 
First Printing edition. Thousand Oaks, CA: : Sage Publications, Inc 1995.  
  
Farre A, Wood V, McDonagh J, et al. Health professionals’ and managers’ definitions of developmentally appropriate healthcare for 
young people: conceptual dimensions and embedded controversies. Arch Dis Child 2016; 101: 628-633. doi:10.1136/archdischild-
2015-309473  8 
12  Braun V, Clarke V. Using thematic analysis in psychology. Qual Res Psychol 2006;3:77–101. 
doi:10.1191/1478088706qp063oa 
13  Farre A, Wood V, Rapley T, et al. Developmentally appropriate healthcare for young people: a 
scoping study. Arch Dis Child 2015;100:144–51. doi:10.1136/archdischild-2014-306749 
14  Blakemore S-J. Imaging brain development: The adolescent brain. NeuroImage 2012;61:397–
406. doi:10.1016/j.neuroimage.2011.11.080 
15  Blakemore S-J. Development of the social brain in adolescence. J R Soc Med 2012;105:111–6. 
doi:10.1258/jrsm.2011.110221 
16  Steinberg L. A behavioral scientist looks at the science of adolescent brain development. Brain 
Cogn 2010;72:160–4. doi:10.1016/j.bandc.2009.11.003 
17  Patton GC, Viner R. Pubertal transitions in health. The Lancet 2007;369:1130–9. 
doi:10.1016/S0140-6736(07)60366-3 
18  Goddings A-L, Burnett Heyes S, Bird G, et al. The relationship between puberty and social 
emotion processing. Dev Sci 2012;15:801–11. doi:10.1111/j.1467-7687.2012.01174.x 
19  Goddings A-L, Dumontheil I, Blakemore S-J, et al. The Relationship Between Pubertal Status and 
Neural Activity During Risky Decision-making in Male Adolescents. J Adolesc Health 
2014;54:S84–5. doi:10.1016/j.jadohealth.2013.10.182 
20  Blakemore S-J, Burnett S, Dahl RE. The role of puberty in the developing adolescent brain. Hum 
Brain Mapp 2010;31:926–33. doi:10.1002/hbm.21052 
21  Suris J-C, Michaud P-A, Viner R. The adolescent with a chronic condition. Part I: developmental 
issues. Arch Dis Child 2004;89:938–42. doi:10.1136/adc.2003.045369 
22  Michaud P-A, Suris J-C, Viner R. The adolescent with a chronic condition. Part II: healthcare 
provision. Arch Dis Child 2004;89:943–9. doi:10.1136/adc.2003.045377 
23  Dovey-Pearce G, Doherty Y, May C. The influence of diabetes upon adolescent and young adult 
development: A qualitative study. J Health Psychol Febr 2007 2007;12:75–91. 
doi:10.1348/135910706X98317 
24  Department of Health. You’re welcome: Quality criteria for young people friendly services. 
2011.http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGu
idance/DH_126813 (accessed 10 Apr2015). 
25  Hargreaves DS, McDonagh JE, Viner RM. Validation of You’re Welcome Quality Criteria for 
Adolescent Health Services Using Data From National Inpatient Surveys in England. J Adolesc 
Health 2013;52:50–7.e1. doi:10.1016/j.jadohealth.2012.04.005 
26  Price C, Corbett S, Dovey-Pearce G. Barriers and facilitators to implementing a transition 
pathway for adolescents with diabetes: a health professionals perspective. Int J Child Adolesc 
Health 2010;3:489–98. 
27  McDonagh JE, Minnaar G, Kelly K, et al. Unmet education and training needs in adolescent 
health of health professionals in a UK children’s hospital. Acta Paediatr 2006;95:715–9. 
28  Hardoff D, Danziger Y, Reisler G, et al. Minding the gap: training in adolescent medicine when 
formal training programmes are not available. Arch Dis Child - Educ Pract Ed 2009;94:157–60. 
doi:10.1136/adc.2008.155762 
  
Farre A, Wood V, McDonagh J, et al. Health professionals’ and managers’ definitions of developmentally appropriate healthcare for 
young people: conceptual dimensions and embedded controversies. Arch Dis Child 2016; 101: 628-633. doi:10.1136/archdischild-
2015-309473  9 
29  While A, Forbes A, Ullman R, et al. Good practices that address continuity during transition from 
child to adult care: synthesis of the evidence. Child Care Health Dev 2004;30:439–52. 
doi:10.1111/j.1365-2214.2004.00440.x 
30  Herzer M, Goebel J, Cortina S. Transitioning cognitively impaired young patients with special 
health needs to adult-oriented care: collaboration between medical providers and pediatric 
psychologists. Curr Opin Pediatr Oct 2010 2010;22:668–72. 
doi:10.1097/MOP.0b013e32833c3609 
31  Fredericks EM, Dore-Stites D, Lopez MJ, et al. Transition of pediatric liver transplant recipients to 
adult care: Patient and parent perspectives. Pediatr Transplant 2011;15:414–24. 
doi:10.1111/j.1399-3046.2011.01499.x 
32  Breakey VR, Blanchette VS, Bolton-Maggs PHB. Towards comprehensive care in transition for 
young people with haemophilia. Haemophilia 2010;16:848–57. doi:10.1111/j.1365-
2516.2010.02249.x 
33  McDonagh JE. Transition of care from paediatric to adult rheumatology. Arch Dis Child 
2007;92:802–7. doi:10.1136/adc.2006.103796 
34  D’Agostino NM, Penney A, Zebrack B. Providing developmentally appropriate psychosocial care 
to adolescent and young adult cancer survivors. Cancer 2011;117:2329–34. 
doi:10.1002/cncr.26043 
35  Dovey-Pearce G, Hurrell R, May C, et al. Young adults’ (16–25 years) suggestions for providing 
developmentally appropriate diabetes services: a qualitative study. Health Soc Care Community 
2005;13:409–19. doi:10.1111/j.1365-2524.2005.00577.x 
36  Berg Kelly K. Sustainable transition process for young people with chronic conditions: a narrative 
summary on achieved cooperation between paediatric and adult medical teams. Child Care 
Health Dev 2011;37:800–5. doi:10.1111/j.1365-2214.2011.01330.x 
37  Murphy E, Black N, Lamping D, et al. Consensus development methods, and their use in clinical 
guideline development: a review. Health Technol Assess 1998;2:88. doi:10.3310/hta2030 
38  Jones J, Hunter D. Qualitative Research: Consensus methods for medical and health services 
research. BMJ 1995;311:376–80. doi:10.1136/bmj.311.7001.376 
39  Vella K, Goldfrad C, Rowan K, et al. Use of consensus development to establish national research 
priorities in critical care. BMJ 2000;320:976–80. doi:10.1136/bmj.320.7240.976 
 
  
Farre A, Wood V, McDonagh J, et al. Health professionals’ and managers’ definitions of developmentally appropriate healthcare for 
young people: conceptual dimensions and embedded controversies. Arch Dis Child 2016; 101: 628-633. doi:10.1136/archdischild-
2015-309473  10 
TABLES 
 
Table 1 - Participants recruited for the study 
  
District 
General 
Hospital 
Paediatric 
Tertiary 
Hospital 
Adult 
Tertiary 
Hospital 
Total 
Participants 
interviewed 
Health professionals 13 18 10 41 
Managers 13 6 5 24 
Total 26 24 15 65 
Participants 
observed 
Health professionals 65 27 11 103 
Managers 57 0 15 72 
Total 122 27 26 175 
Overall 
participants 
Health professionals 78 45 21 144 
Managers 70 6 20 96 
Total 148 51 41 240 
Number of participants who were both 
interviewed and observed 
39 5 4 48 
Total number of participants 109 46 37 192 
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Table 2 - Illustrative quotations from participants 
Quote 
1 
‘The problem is that you can’t define it [DAH] I think easily (…) So it’s very, very difficult as you can 
see from me trying to explain’ (HP 1, paediatric hospital) 
Quote 
2 
‘I think in this Trust we provide excellent care. But again, we look at the disease specific, or injury 
specific care’ (HP 2, paediatric hospital) 
Quote 
3 
‘How many people mentally assess teenagers and see what stage they are at (…) I don’t think we 
are very good at checking and assessing’ (HP 3, general hospital) 
Quote 
4 
‘I don’t, I don’t know, I’ve never thought about it [providing health care for young people] in that 
sense before I suppose’ (MA 1, general hospital) 
Quote 
5 
‘When you use that word [DAH] I don’t know what it means’ (MA 2, general hospital) 
Quote 
6 
‘How do I define developmentally appropriate healthcare? I don’t know how I would define it’ (HP 
4, paediatric hospital) 
Quote 
7 
‘It [DAH] would be some awareness and issues for young people in society and young people as a 
kind of developmental stage around things like mental health, sexual health and confidentiality, 
consent, drugs and alcohol, all of those things might be issues for them… Vocational issues... So 
it’s sort of seeing that young person in that wider context I think’ (HP 5, adult hospital) 
Quote 
8 
‘[DAH is] a service that looks beyond the physical injury (…) Being aware of the right questions to 
ask. And to look at the patient’s whole journey, rather than just this episode in the patient’s 
journey. I think to provide holistic care for the patient. You have to be aware of the family 
dynamics, of their social dynamics’ (MA 3, adult hospital) 
Quote 
9 
‘It’s [the provision of DAH for young people] about responding to their needs (…) and also 
involving the family or carers or whoever has come with them’ (HP 6, paediatric hospital) 
Quote 
10 
‘I think developmentally appropriate healthcare only works when it’s within the context of 
respectful, individualised healthcare anyway (…) and therefore you’re always focused on that 
individual as well as their family’ (MA 4, general hospital) 
Quote 
11 
‘The psychosocial [development] impacts on the biological [development] and the biological 
impacts on the psychosocial’ (HP 7, paediatric hospital) 
Quote 
12 
‘Healthcare in the strictest sense, in terms of clinical healthcare, I think that remains unchanged’ 
(HP 1, paediatric hospital) 
Quote 
13 
‘Whether they're clinically, whether they are 2, 12, 22... it makes no difference, you treat… you're 
there to treat their medical condition’ (HP 8, paediatric hospital) 
Quote 
14 
‘You’ve got to be developmentally appropriate in terms of your communication, in terms of your 
ability to be seeing, to be listening and to be able to appropriately respond and to acknowledge 
what their concerns are’ (HP 1, paediatric hospital) 
Quote 
15 
‘I don’t necessarily think the information is very blanket, it’s not always appropriate. I don’t think 
we probably use a lot of the media social networking sites and other things to communicate with 
the younger person as much as we can’ (MA 6, adult hospital) 
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Quote 
16 
‘[DAH] is for them to have a defined space that is their defined space where there are nurses and 
clinicians that understand that they’re stepping into an environment that is different to the adult 
space’ (MA 5, adult hospital) 
Quote 
17 
‘I think the mind-set is different. (…) They change their approach to look after someone very 
elderly who’s fairly sudden; it’s fairly obvious they’re elderly. And so, they all have had lots of 
training on that. We don’t train people [to look after young people]’ (MA 5, adult hospital) 
Quote 
18 
‘It never stops changing. That’s the challenge. (…) you see one person one time, and then three 
months’ later (…) some other developmental concern has taken primacy’ (MA 7, general hospital) 
Quote 
19 
‘That assessment process is also an honest evaluation with families and with the young person 
about what they’re capable of and what they could be capable of given a bit of a push, a bit more 
resourcing, a bit of encouragement, a bit of trial and error’ (HP 9, paediatric hospital) 
Quote 
20 
‘[DAH is] to deliver care that is developmentally appropriate for each individual person as they’re 
coming in to whether it would be a clinic setting or an inpatient setting, so that’s best aimed. You 
know, if they are developmentally a four year old but they have a body of a fourteen year old, well 
you have to deal with both the medical side of that and the holistic rest of that side with that 
young person’ (HP 10, paediatric hospital) 
Quote 
21 
‘It feels a bit like a gentle educational role. And you do have to be quite gentle, and to sort of not 
step on toes really. And to sort of try and highlight those sort of areas that do need exploring’ (HP 
11, paediatric hospital) 
Quote 
22 
‘The more information that we give to them helps them to develop their own healthcare really, 
doesn’t it? (…) So I would say information giving is a massive thing in the process of development’ 
(HP 4, paediatric hospital) 
Quote 
23 
‘Another part of developmentally appropriate healthcare is that you assist the young person to 
prepare and plan for the move, so you do that consciously (…) to help them realise and to help 
them to take responsibility, to some extent, for the move from children’s to adult services’ (MA 8, 
general hospital) 
Quote 
24 
‘For a lot of them, we seem to be fostering quite an unhealthy dependence on us. And we’ve seen 
that with feedback (…) we’ve done too much for them. (…) Sometimes, it’s very hard to step back 
and we are fostering that dependence on us as an establishment’ (HP 12, paediatric hospital) 
Quote 
25 
‘The integrated nature of that [psychosocial and medical needs] and the interconnectivity of those 
disciplines [that address psychosocial and medical needs] works most effectively for the holistic 
needs of those young people when that is joined up (…) where that multidisciplinary working is 
not just a knot but actually is effective and that there is understanding and respect across the 
multidisciplinary and security to make referrals across multidisciplinary working’ (HP 13, paediatric 
hospital) 
Quote 
26 
‘It’s [joined-up working] within certain specialties (…) where they work across the different sites. 
And they’ve got quite clear guidance on what the adult services expect and how they function. But 
for us, for the general medical patients, there isn’t that… some might not even go to an adult 
provider. They might just go to the GP’ (HP 12, paediatric hospital) 
Quote 
27 
‘Whether they are ready developmentally or not, it’s sort of an age in this hospital I’m afraid and it 
always will be, because they have to go by the time they are eighteen regardless’ (HP 14, 
paediatric hospital) 
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Table 3 – Conceptual dimensions of developmentally appropriate healthcare for young people 
1 Biopsychosocial development and holistic care 
2 Acknowledgement of young people as a distinct group 
3 Adjustment of care as the young person develops 
4 
Empowerment of the young person by embedding 
health education and health promotion 
5 Interdisciplinary and interorganisational work 
 
 
